M
any patients are referred to hospital specialists with complaints that cannot be explained by underlying disease. [1] [2] [3] Most patients are referred back to the primary care doctor after investigation but a proportion remain symptomatic and become significantly disabled physically. When these disabilities involve loss of or alteration in limb function patients may be referred to neurological disability services. 4 The problem is of some economic importance to primary 5 and secondary 6 health care services. We audited patients attending services with significant "physical disability" to characterise them and to estimate a minimum prevalence of this phenomenon.
METHODS
Patients were identified from records in the liaison psychiatry department and neurological disability services in Oxford. All patients attending the liaison psychiatry outpatient clinic are given a rating of functional impairment using the global assessment of functioning (GAF) scale. 7 Patients were initially contacted if they had a GAF score < 30 ("unable to function in many areas") or a Barthel activities of daily living (ADL) index score 8 of < 20/20. They were included if the Barthel score was < 19/20 and they had no identifiable or relevant organic disease to explain the disability after appropriate clinical assessment. Each patient was interviewed at home. The Barthel ADL index score 8 (0-20, 20 being fully independent) and Frenchay activities index score 9 (0-45, where 45 indicates full involvement in domestic tasks, social events, hobbies, and employment) were recorded as measures of dependence and social participation.
All patients were given a brief neurological examination in which any abnormal movements and any major differences in ability before and during formal testing of strength were noted, and the motricity index was recorded as a measure of limb motor impairment (100% for full power). 10 The nine hole peg test 11 was then performed and a 10 m walk time recorded (with one turn) if possible. Lastly, patients completed the short orientation memory and concentration test (SOMCT) 12 and Beck depression inventory. 13 
RESULTS
Twenty five patients (21 female) were identified, most from the liaison psychiatry database. The mean (SD) age was 42.4 (12.4) years, and 24 were white. The average (SD) time from onset of symptoms to the assessment was 12.6 (9.5) years and the average duration of their current level of disability was 5.1 (3.7) years.
Symptoms and investigations
Subjects reported many neurological symptoms (table 1) . Fourteen complained of weakness or uselessness of at least one limb, and five reported abnormal movements as a primary complaint. Ten had a persistently abnormal posture of at least one limb, and 21 described some change in sensation or pain in at least one limb. Seven had blackouts, interpreted by their family and some health care workers as epileptic seizures.
All patients had been extensively investigated. An average of six consultants (including at least one neurologist for every patient) had been involved in the assessment of each patient's complaints.
Despite documented previous consultations where the lack of any satisfactory medical explanation for the symptoms had been explained to the patient, six patients expressed the belief that they had multiple sclerosis and five that they had epilepsy.
Impairments
The patients had a variety of apparent impairments. During assessment of 11 patients some inconsistencies in performance were observed, both informally and during structured tasks, suggesting possible elaboration; the best scores achieved were recorded. Ten maintained an abnormal posture of at least one limb throughout the assessment (one to two hours). Three had abnormal speech. Twelve said that they were unable to walk and declined timing of a 10 m walk. The motricity index was < 50% on the left in four but in none on the right, and nine had bilaterally reduced scores. Laterality of impairments was not related to hand preference. During the nine hole peg test, contralateral tremor improved in one person and abnormal posture recovered in another.
Disability and dependence
The mean (SD) Barthel ADL index score was 14.1 (3.3). Eight reported major day to day variation in their ability, largely as a result of variation in pain and fatigue (largest range 10 points). Three people scored less than 9/20. Of note, all 25 had regular help with bathing, with 22 having daily help. One had an indwelling catheter for persisting urgency of micturition. Eight walked only during therapy sessions.
All patients were unemployed. All relied on family and friends to perform domestic tasks. The average (SD) Frenchay activities index score was 12.9 (7.5) out of a possible 45, indicating severe limitation in social activities. There was no correlation between Barthel ADL and Frenchay activities index scores.
The help required with personal care was provided entirely by partners, parents, or other family members in almost all cases. Only three had formal care packages (with Barthel ADL scores of 4, 8, and 10-20) and in two with severe forms of chronic fatigue syndrome carers were arranged to allow respite for other family members. Significant cognitive difficulty was rare, with 24 patients scoring > 22/28 on the SOMC.
Psychiatric morbidity
All except one patient had been assessed by a psychiatrist (CB) and assigned a formal psychiatric diagnosis according to criteria in the International classification of diseases, 10th revision (1992). Thirteen had a motor conversion disorder, five somatoform pain disorder, three undifferentiated somatoform disorder, three severe chronic fatigue (neurasthenia), and one profound hypochondriasis (delusional type). Ten had scores above 17 on the Beck depression inventory and seven were being treated for depression.
Nine patients had a long history of contact with psychiatric services. Nine had taken drug overdoses, six of whom had repeatedly performed acts of deliberate self harm (over five in four cases). Five of these six patients did not take further overdoses once their level of disability had stabilised, usually once the patient had become a wheelchair user.
Eleven patients (including four of the group who had taken overdoses) gave unequivocal histories of abuse (physical or sexual) either in childhood or by previous partners.
Use of health care resources and welfare benefits A wide range of equipment was used. Twenty had a wheelchair and 13 used it all the time. A further two used a relative's wheelchair. Eight had had either stair lifts or through floor lifts installed. Most equipment had been provided by social services after assessment by community occupational therapists. The largest grant provided was £18 000 for a downstairs extension with walk in shower.
The patients received some support from statutory services. Eight were admitted for respite care, five attended day centres regularly, two attended mental health centres twice weekly, and three attended young disabled units weekly.
All patients studied were receiving a disability living allowance. Ten were receiving the maximum for care and mobility (£360 a week). Some were also entitled to incapacity benefit (£66 a week) and if their partners were also unemployed patients were entitled to income support (£80.65 a week for a couple). The maximum sum being paid to one patient was £1815 a month (disability living allowance, income support, invalidity benefit, and rent allowance).
DISCUSSION
We identified 25 patients with an extreme form of apparent neurological "physical" disability in the absence of any neurological disease. These patients were not rare (derived from a population of 560 000) and were using considerable health and social service resources. The two characteristic features were the variability of diagnosis, both between patients and within patients, and the close involvement of families. There are three main limitations. Firstly, this was not a community survey, so it is difficult to estimate the true prevalence of this form of severe non-organic disability. Our patient group provides a minimum estimate of those referred to secondary care services and interviewed by a psychiatrist. Secondly, we excluded patients presenting with severe disability who had even minimal pathology detectable on investigation. Thirdly, because the results of our measures of physical impairment and disability are dependent on effort, the data are difficult to interpret. The results reported above are the best scores achieved at any moment during the assessment.
We were surprised to find that most of the care was provided by partners and family members (only three had formal care packages). Most partners were unemployed and fully occupied as carers, which needs to be considered when managing these patients. Moreover, while most patients were receiving substantial financial support and had been provided with many items of complex equipment, only five were using other services regularly.
During this study we became increasingly aware of the lack of adequate service provision for patients with profound "non-organic" disabilities. Psychiatric services generally give low priority to this group of patients 14 and staff in neurology rehabilitation services may become alienated or hostile towards such patients.
We believe that the optimum management of these patients can be provided by a multidisciplinary team with personnel from neurological disability and psychiatry services, 15 16 which should make it possible to provide, at the very least, a containing therapeutic environment and, at best, an opportunity for these patients to address relevant psychological problems and improve physical function. Such a service may benefit patients and their relatives and save costly NHS resources.
